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Abstract 
Objective: Access to care is a multidimensional concept, considered as a structural aspect of health care quality; it 
reﬂects the functioning of a health care organization. The aim of this study was to investigate patients’ experiences 
of access to care and to analyse factors associated with waiting times to GP appointments at Finnish health centres. 
A questionnaire survey was addressed to Finnish GPs within the Quality and Costs of Primary Care in Europe study 
framework. Two to nine patients per GP completed the questionnaire, altogether 1196. Main outcome measures were 
waiting times for appointments with GPs and factors associated with waiting times. In addition, patients’ opinions of 
access to appointments were analysed.
Results: Of the 988 patients who had made their appointment in advance, 84.9% considered it easy to secure an 
appointment, with 51.9% obtaining an appointment within 1 week. Age and reason for contact were the most sig-
niﬁcant factors aﬀecting the waiting time. Elderly patients tended to have longer waiting times than younger ones, 
even when reporting illness as their reason for contact. Thus, waiting times for appointments tend to be prolonged in 
particular for the elderly and there is room for improvement in the future.
Keywords: Access to health care, Waiting times, GP appointments at health centres, General practitioners, Finland, 
Primary health care
© The Author(s) 2018. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License 
(http://creat iveco mmons .org/licen ses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, 
provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, 
and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creat iveco mmons .org/
publi cdoma in/zero/1.0/) applies to the data made available in this article, unless otherwise stated.
Introduction
Access to care is considered one of the key elements of 
primary health care (PHC) [1, 2]. Better access to PHC 
services is associated with higher patient satisfaction and 
quality of care [3–5], even if some controversial results 
have been reported [6]. Access to care is a complex and 
multidimensional concept including aspects from aﬀord-
ability to availability [7, 8]. According to Donabedian’s 
framework, access to care is considered as a structural 
component of health care quality [9, 10]. Among diﬀerent 
aspects of access to PHC, geographical access, the wait-
ing time for a doctor’s appointment, the ease of contact-
ing the clinic by phone and the clinic’s opening hours are 
considered important [1, 11–13].
In Finland, the PHC system is universal and taxation-
based, mainly provided by municipality-arranged, multi-
disciplinary health care centres. Regulated by the Finnish 
Health Care Act, a patient’s need for non-emergency 
treatment in PHC must be evaluated by health care pro-
fessionals within 3 days of initial contact [14]. This is usu-
ally made by nurses.
Access to health care centres in Finland have deterio-
rated in past decades, despite several government acts 
aiming to develop Finnish health care. In 2007, 72% of 
the Finnish study population estimated that an appoint-
ment could be obtained within 3  days [15]. In 2015, 
the percentage of patients reporting easy access to pri-
mary health care had decreased from 38 to 18% over 
the 15-year study period [16]. Oﬃcial statistics [17] 
and recent telephone survey results [18] support these 
ﬁndings.
There is only limited information available about the 
variation of access in diﬀerent patient groups or the 
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factors associated with long waiting times. Previous 
studies have shown that patient’s age [4, 15, 19, 20] or 
working status [4, 15, 21] are associated with access to 
PHC services, but the ﬁndings are inconsistent among 
studies. Furthermore, having a chronic illness [15] and 
lower income [22, 23] have been associated with poorer 
accessibility. However, when regarding factors related to 
access to care, the access of a single patient is probably 
more dependent on how well the health care system is 
functioning than on the individual characteristics of the 
patient or the GP. This eﬀect may be stronger in Finland, 
where GPs are employed mainly by public, municipal 
organisations compared to countries where GPs work 
mainly as independent practitioners.
The goal of the present study was to assess waiting 
times for GP appointments at health centres in Finland 
using the Quality and Costs of Primary Care in Europe 
(QUALICOPC) study data. We analysed factors associ-
ated with waiting times to GP appointments and studied 
patients’ experiences of access to care.
Main text
Materials and methods
We used the Finnish data collected for the international 
QUALICOPC study, which is aimed to evaluate PHC sys-
tems in 31 European countries along with Australia, Can-
ada and New Zealand. The QUALICOPC study design 
and the international process of developing the study 
questionnaires are described elsewhere [11, 13]. In the 
study framework, there are questionnaires for GPs, their 
patients (PE = Patient Experience and PV = Patient Val-
ues) and ﬁeldworkers “to evaluate the system, the prac-
tice and the patient” [11]. The original questionnaires 
were translated from English to Finnish with a formal 
forward-back translation process.
According to the QUALICOPC study design, the goal 
was to reach 220 GPs in each country and nine patients 
for each GP to ﬁll out the Patient Experience question-
naire. The Finnish data were collected in 2012. The pur-
pose was to get a random sample of Finnish GPs, but 
unfortunately the response rates were so low that com-
pleting recruitments were needed. The process of gather-
ing the study sample of GPs is presented in Fig. 1.
Ultimately, a total of 139 GPs agreed to participate in 
the study according to the protocol. The patients were 
recruited by a trained ﬁeldworker and asked to ﬁll out the 
questionnaire at the health centre immediately after the 
appointment with the GP. Two to nine patients per GP 
were recruited, altogether 1196, with a median of nine 
patients and a mean of 8.6 patients.
All patients who ﬁlled out the PE questionnaire were 
included in the analyses considering geographical access 
and ease of contacting the clinic. When considering wait-
ing times for GP appointments, patients who had not 
Fig. 1 Gathering the study sample of Finnish GPs and their patients for the QUALICOPC study and design of the analyses considering waiting times
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booked their appointment in advance (n = 143) were 
excluded; thus, 988 patients were included in these analy-
ses. Furthermore, we separated the subgroup of patients 
who reported illness as the reason for contact (n = 415). 
The waiting time was asked by a question “how many 
days did you wait for the appointment” with answer alter-
natives of zero, one, two to seven or more than 7  days. 
The cut oﬀ points were 7 or 2  days, depending on the 
group. The setting is presented in Fig. 1.
All background factors were included as covariates in 
ﬁnal models. For the main reason for GP appointments, 
diﬀerent options in the QUALICOPC questionnaire were 
categorised as following: “illness”, “non-urgent check-up” 
(a medical check-up or second opinion), “need for a med-
ical document” (to get a prescription and/or a referral 
and/or a medical certiﬁcate) and “other or several”.
In the statistical analysis (IBM SPSS, version 21), 
descriptive statistics, cross-tabulation and bivariate 
logistic regression analysis were used to examine the 
background factors and to ﬁnd variables exerting the 
strongest eﬀect on waiting times. Secondly, multivari-
able logistic regression models were created. Due to the 
collecting method, the data could be clustered, mean-
ing that the waiting time of the patient could depend on 
which health centre or GP the patient was visiting. Thus, 
multi-level modelling, i.e. generalized linear mixed-eﬀect 
models were ﬁtted using function glmer in R Software 
environment for statistical computing and graphics, ver-
sion 2.13.0. Random intercept was used to account varia-
tion in number of patients per GP.
Results
A total of 1196 patients completed the QUALICOPC 
Patient Experience questionnaire. The distributions 
of the background factors are presented in Additional 
ﬁle 1. The mean age of the patients was 59 years (range 
18–97 years), and 51.5% were over 65 years old.
The patients rated geographical access to care fairly 
positively (data not shown). The majority (82.8%) could 
reach a health care centre within 20 min and almost all 
(97.9%) within 40  min. Altogether, 91.4% felt that the 
practice was not too far away from their home or work-
place. One ﬁfth (22.2%, n = 266) of the patients reported 
having to wait too long on the telephone when calling the 
practice. Similarly, 20.0% (n = 239) felt that the opening 
hours of the practice were too limited.
Of the 988 patients who had booked their appointment 
in advance, the majority (84.9%, n = 894) agreed that 
it was easy to make an appointment. The waiting times 
for consultations distributed by background factors are 
presented in Table  1. Altogether, 51.9% of the patients 
reported a waiting time of 1  week or less. Of the 415 
patients who reported illness as the reason for contact, 
185 (44.6%) reported a waiting time of 2 days or less.
The results of bivariate analyses of all patients who had 
made their appointment in advance as well as the sub-
group of patients who reported an illness as their rea-
son for contact are presented in Additional ﬁle 2. In the 
bivariate analyses, it appeared that younger age, more 
urgent reason for contact, more active working status, 
higher income and absence of a chronic disease had asso-
ciations on shorter waiting times.
The results of the multivariable analyses of both 
groups are presented in Table 2. In multivariable analy-
ses, patients reporting an illness obtained their appoint-
ments evidently faster than patients with other reasons 
(e.g. OR for the non-urgent check-up group was 4.6 (95% 
CI 3.2–6.5, p < 0.001). Elderly patients had longer wait-
ing times more often than the younger (OR 1.02 per year, 
95% CI 1.003–1.03, p < 0.001), even if reporting an illness 
as the reason for contact. In addition, in cases of illness, 
actively working patients succeeded to have shorter wait-
ing times (OR for retired patients was 2.4 (95% CI 1.2–
4.7, p < 0.001). The interpretation of the results did not 
change after taking into account the clustered nature of 
the data by multi-level modelling.
Discussion
According to the results of the present questionnaire sur-
vey, approximately half of the patients had obtained an 
appointment with a GP within a week. Younger age and 
more urgent reason for contact were the most signiﬁcant 
factors associated with faster access to GP appointments. 
In the subgroup who reported illness as the reason for 
seeking an appointment, younger age and active working 
status were associated with shorter waiting times.
In our study, patients with non-urgent matters waited 
longer than those with illness, which seems quite reason-
able. However, in cases of illness, younger and actively 
working patients obtained their appointments more 
quickly. In the broad context of access to care, the waiting 
time for an appointment may reﬂect not only the individ-
ual characteristics of the patient but also how the health 
care organisation functions. Thus, according to this 
study, our health care system seems to favour younger 
and working people in terms of access to care.
The majority of respondents evaluated access to GP 
appointments positively either in terms of securing an 
appointment or contacting the clinic by telephone. For 
the sake of comparison, in a survey for Finnish Medical 
Association, 27% of respondents reported some or major 
problems regarding waiting times for GP appointments 
in health centres [18]. On the other hand, in a Finnish 
study conducted 20  years ago, 44% of patients having 
a non-acute problem had to wait more than a week for 
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an appointment, while 19% waited over 2 weeks [24]. In 
Finland, people seem to accept longer waiting times for 
non-urgent matters [25]. This should be taken into con-
sideration when comparing these results with those from 
other countries.
In the QUALICOPC study, the response rate among 
GPs varied a lot between countries. The goal of 220 
GPs was not reached in all the countries [26], which 
occurred also in this study. Nevertheless, there are 
several strengths with the current sample. It includes 
a large number of patients from both urban and rural 
areas, the patients represent diﬀerent age groups and 
the age distribution correlates well with the national 
register proﬁle of all the patients who used Finnish 
Table 1 Length of waiting times for an appointment by background factors
a Having a long-standing disease or condition such as diabetes, high blood pressure etc
Appointment in advance (n = 988) Illness as reason for contact (n = 415)
Within 7 days, n (%) More than 7 days, 
n (%)




 < 30 57 (11.3) 22 (4.7) 20 (10.8) 15 (6.6)
 30–49 108 (21.4) 74 (15.7) 53 (28.6) 42 (18.6)
 50–69 200 (39.6) 191 (40.6) 78 (42.2) 76 (33.6)
 ≥ 70 140 (27.7) 183 (38.9) 34 (18.4) 93 (41.2)
Sex
 Male 175 (34.2) 172 (36.3) 62 (33.5) 69 (30.0)
 Female 337 (65.8) 302 (63.7) 123 (66.5) 161 (70.0)
Type of residence
 Urban 234 (46.2) 225 (48.2) 81 (44.8) 106 (46.7)
 Rural 273 (53.8) 242 (51.8) 100 (55.2) 121 (53.3)
Working status
 Working 152 (29.7) 88 (18.6) 76 (41.3) 37 (16.1)
 Retired 261 (51.1) 311 (65.8) 76 (41.3) 147 (63.9)
 Other or several 98 (19.2) 74 (15.6) 32 (17.4) 46 (20)
Education
 Lower-level 314 (62.1) 314 (67.1) 109 (59.6) 157 (68.9)
 Middle-level 145 (28.7) 111 (23.7) 52 (28.4) 49 (21.5)
 Higher-level 47 (9.3) 43 (9.2) 22 (12.0) 22 (9.6)
Income (own estimate)
 Below average 187 (36.7) 195 (41.3) 61 (33.2) 109 (47.8)
 Around average 283 (55.6) 247 (52.3) 109 (59.2) 109 (47.8)
 Above average 39 (7.7) 30 (6.4) 14 (7.6) 10 (4.4)
Chronic  diseasea
 No 178 (35.0) 120 (25.4) 68 (37.0) 62 (27.3)
 Yes 331 (65.0) 353 (74.6) 116 (63.0) 165 (72.7)
Health status (own estimate)
 Very good/good 212 (41.5) 178 (37.6) 78 (42.6) 69 (30.0)
 Fair/poor 299 (58.5) 296 (62.4) 105 (57.4) 161 (70.0)
Has an assigned GP
 No 156 (30.6) 148 (31.7) 62 (33.5) 76 (33.3)
 Yes 354 (69.4) 319 (68.3) 123 (66.5) 152 (66.7)
Reason for appointment
 Illness 284 (55.6) 131 (27.6) 185 (44.6) 230 (55.4)
 Non-urgent check-up 71 (13.9) 162 (34.1)
 Need for a medical document 53 (10.4) 88 (18.5)
 Other or several 103 (20.2) 94 (19.8)
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Table 2 Results of multivariable analyses for  (A) patients who booked their appointments in advance (n = 988) and (B) 
the subgroup of patients who reported illness as their reason for contact (n = 415)
Waiting time more than 7 days (A) or more than 2 days (B) as a dependent variable
CI confidence interval, NA non-applicable
Italic values indicate significance of p value (p < 0.05)
a Having a long-standing disease or condition such as diabetes, high blood pressure, etc
Category (RC = reference) (A) Patients who booked their appointment in advance 
(n = 988)
(B) Patients who reported illness as their reason 
for contact (n = 415)
n Odds ratio (OR) 95% CI for OR p value n Odds ratio (OR) 95% CI for OR p value
Age
975 1.02 1.003–1.03 0.02 411 1.02 1.001–1.04 0.04
 Data missing/NA 13 4
Sex
 Male (RC) 347 1.0 131 1.0
 Female 639 1.0 0.8–1.4 0.81 284 1.1 0.7–1.8 0.72
 Data missing/NA 2 0
Type of residence
 Urban (RC) 459 1.0 187 1.0
 Rural 515 0.9 0.7–1.2 0.55 221 1.0 1.6–1.5 0.96
 Data missing/NA 14 7
Working status
 Working (RC) 240 1.0 113 1.0
 Retired 172 1.3 0.8–2.0 0.28 223 2.4 1.2–4.7 0.01
 Other or several 572 1.3 0.8–2.1 0.27 78 2.2 1.0–4.7 0.04
 Data missing/NA 4 1
Education
 Lower-level (RC) 628 1.0 266 1.0
 Middle-level 256 1.0 0.7–1.4 0.96 101 1.0 0.6–1.8 0.90
 Upper-level 90 1.5 0.9–2.6 0.11 44 1.4 0.6–3.0 0.38
 Data missing/NA 14 4
Income (own estimate)
 Below average (RC) 382 1.0 170 1.0
 Around average 530 0.8 0.6–1.1 0.18 218 0.8 0.5–1.2 0.16
 Above average 69 0.6 0.3–1.2 0.14 24 0.5 0.2–1.4 0.20
 Data missing/NA 7 3
Chronic  diseasea
 No (RC) 298 1.0 130 1.0
 Yes 694 1.2 0.9–1.7 0.21 281 1.0 0.6–1.7 0.92
 Data missing/NA 9 4
Health status (own estimate)
 Very good/good (RC) 390 1.0 147 1.0
 Fair/poor 595 0.9 0.7–1.3 0.60 266 1.0 0.6–1.6 0.91
 Data missing/NA 9 2
Has an assigned GP
 No (RC) 304 1.0 138 1.0
 Yes 673 0.8 0.6–1.0 0.10 275 0.9 0.6–1.5 0.72
 Data missing/NA 11 2
Reason for appointment
 Illness (RC) 415 1.0
 Non-urgent check-up 233 4.5 3.2–6.5 < 0.001
 Need for a medical document 141 4.0 2.6–6.2 < 0.001
 Other or several 197 2.0 1.4–2.9 < 0.001
 Data missing/NA 2
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health centres in year 2013 [27]. Furthermore, the 
results regarding waiting time lengths in this study are 
in line with the nationally registered information [17]. 
We therefore regard that the sample represents the 
overall situation in Finland fairly well. In addition, the 
questionnaires were completed thoroughly and there 
were few missing responses, suggesting good quality 
data.
According to the design of the QUALICOPC study 
framework, the participating patients where those who 
had eventually obtained an GP appointment. Thus, with 
this kind of setting, the whole complexity of access to 
care could not be reached. However, with multivariable 
and multi-level analyses we were able to take several 
patient and organisational features into consideration, 
which is a strength of this study.
Conclusions
In the present study, older age was associated with 
longer waiting times for GP appointments in Finnish 
health care centres. The results suggest that somehow 
our health care system favours younger and working 
patients. Improving access to care, especially in terms 
of equality, has to be one of the main goals in the future 
health care reforms.
Limitations
  • The study sample was not a random sample of Finn-
ish population or patients but it was, according the 
international QUALICOPC framework, based on the 
patients of GPs who voluntarily participated in this 
study.
  • Due to the completing data collection methods 
needed, the geographical representativeness may 
have suﬀered with emphasis placed on the situation 
in western Finland.
  • The waiting time and reason for contact were based 
on patient’s own reporting, not an objective evalua-
tion or measurement.
  • The opinion about the waiting times were not 
included in the QUALICOPC questionnaire, so that 
aspect could not be taken into account in this study.
Additional files
Additional file 1. The description of the participants. This ﬁle contains 
a table considering the background factors of the current sample of 
patients.
Additional file 2. Results of bivariate analyses. This ﬁle contains a table 
considering bivariate analyses. In the analyses, we have used waiting time 
more than 7 days or more than 2 days as a dependent variable.
Authors’ contributions
EK worked as a national coordinator of the QUALICOPC study in Finland and 
with KJM organized the data collection. ET and EK designed the manuscript. 
ET was a major contributor in drafting the manuscript and performed the sta-
tistical analyses. EK, TK and KJM contributed in interpretation of the analysis of 
the data. They also critically revised the manuscript for important intellectual 
content. All authors read and approved the ﬁnal manuscript.
Author details
1 Faculty of Medicine and Life Sciences, University of Tampere, Tampere, 
Finland. 2 Pirkkala Municipal Health Centre, Pirkkala, Finland. 3 Science Centre, 
Pirkanmaa Hospital District, Tampere, Finland. 4 Centre for General Practice, 
Pirkanmaa Hospital District, Tampere, Finland. 
Acknowledgements
Special acknowledgements for Biostatistician Heini Huhtala for her expertise 
on statistical analyses. Special acknowledgements for Biostatistician Mika 
Helminen for his expertise on multi-level modelling.
Competing interests
There are no competing interests in connection with the paper. The authors 
alone are responsible for the content and writing of the paper.
Availability of data and materials
The data that support the ﬁndings of this study are available from NIVEL (The 
Netherlands Institute for Health Services Research) but restrictions apply to 
the availability of these data, which were used under license for the current 
study, and so are not publicly available. Data are however available from 
the authors upon reasonable request and with permission of NIVEL (The 
Netherlands Institute for Health Services Research). Detailed information of 
the QUALICOPC study design and the original questionnaires in English are 
available at http://postp rint.nivel .nl/PPpp4 696.pdf.
Consent for publication
Not applicable.
Ethics approval and consent to participate
The QUALICOPC study design has been approved in October 2011 by Ethics 
committee of the Tampere Region, Permission Number R11153.
Funding
The research summarized in this supplement is part of the European QUALI-
COPC study, which is coordinated by NIVEL (The Netherlands Institute for 
Health Services Research) and funded as part of the European Commission’s 
Seventh Framework Programme (FP7/2007–2013) under grant agreement 
242141. This study was ﬁnancially supported by the Competitive State 
Research Financing of the Expert Responsibility Area of Tampere University 
Hospital, Grant Numbers 9N030 and 9R024.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional aﬃliations.
Received: 10 September 2017   Accepted: 21 March 2018
References
 1. Kringos DS, Boerma WG, Hutchinson A, Van Der Zee J, Groenewegen 
PP. The breadth of primary care: a systematic literature review of its core 
dimensions. BMC Health Serv Res. 2010;10:65–77.
 2. Kringos DS, Boerma WG, Bourgueil Y, Cartier T, Hasvold T, Hutchinson A, 
Lember M, Oleszczyk M, Pavlic DR, Svab I, Tedeschi P, Wilson A, Windak A, 
Dedeu T, Wilm S. The european primary care monitor: structure, process 
and outcome indicators. BMC Fam Pract. 2010;11:81–8.
 3. Beaulieu MD, Haggerty J, Tousignant P, Barnsley J, Hogg W, Geneau 
R, Hudon É, Duplain R, Denis JL, Bonin L, Del Grande C, Dragieva N. 
Page 7 of 7Tolvanen et al. BMC Res Notes  (2018) 11:220 
•  We accept pre-submission inquiries 
•  Our selector tool helps you to ﬁnd the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Characteristics of primary care practices associated with high quality of 
care. CMAJ. 2013;185(12):590–6.
 4. Kontopantelis E, Roland M, Reeves D. Patient experience of access to 
primary care: identiﬁcation of predictors in a national patient survey. BMC 
Fam Pract. 2010;11:61–75.
 5. Llanwarne NR, Abel GA, Elliott MN, Paddison CAM, Lyratzopoulos G, 
Campbell JL, Roland M. Relationship between clinical quality and 
patient experience: analysis of data from the English quality and out-
comes framework and the national GP patient survey. Ann Fam Med. 
2013;11(5):467–72.
 6. Baker R, Bankart MJ, Murtagh GM. Do the quality and outcomes frame-
work patient experience indicators reward practices that oﬀer improved 
access? Br J Gen Pract. 2009;59(565):584–9.
 7. Gulliford M, Figueroa-Munoz J, Morgan M, Hughes D, Gibson B, Beech 
R, Hudson M. What does ‘access to health care’ mean? J Health Serv Res 
Policy. 2002;7(3):186–8.
 8. Levesque JF, Harris MF, Russell G. Patient-centred access to health care: 
conceptualising access at the interface of health systems and popula-
tions. Int J Equity Health. 2013;12(1):18.
 9. Donabedian A. The quality of care: how can it be assessed? JAMA J Am 
Med Assoc. 1988;260(12):1743–8.
 10. Donabedian A. Evaluating the quality of medical care. Milbank Mem 
Fund Q. 1966;44(3):166–206.
 11. Schäfer WL, Boerma WG, Kringos DS, De Maeseneer J, Gress S, Heine-
mann S, Rotar-Pavlic D, Seghieri C, Svab I, Van den Berg MJ, Vainieri M, 
Westert GP, Willems S, Groenewegen PP. QUALICOPC, a multi-country 
study evaluating quality, costs and equity in primary care. BMC Fam Pract. 
2011;12:115.
 12. Haggerty JL, Lévesque JF, Santor DA, Burge F, Beaulieu C, Bouharaoui F, 
Beaulieu MD, Pineault R, Gass D. Accessibility from the patient perspec-
tive: comparison of primary healthcare evaluation instruments. Healthc 
Policy. 2011;7:94–107.
 13. Schäfer WLA, Boerma WGW, Kringos DS, De Ryck E, Greß S, Heinemann 
S, Murante AM, Rotar-Pavlic D, Schellevis FG, Seghieri C, Van Den Berg 
MJ, Westert GP, Willems S, Groenewegen PP. Measures of quality, costs 
and equity in primary health care instruments developed to analyse and 
compare primary care in 35 countries. Qual Prim Care. 2013;21(2):67–79.
 14. Terveydenhuoltolaki 30.12.2010/1326. Finnish health care act 
30.12.2010/1326. http://www.ﬁnle x.ﬁ/en/laki/kaann okset /2010/en201 
01326 . Accessed 1 Nov 2014.
 15. Mäntyselkä P, Halonen P, Vehviläinen A, Takala J, Kumpusalo E. Access to 
and continuity of primary medical care of diﬀerent providers as perceived 
by the Finnish population. Scand J Prim Health Care. 2007;25(1):27–32.
 16. Raivio R, Jaaskelainen J, Holmberg-Marttila D, Mattila KJ: Decreasing 
trends in patient satisfaction, accessibility and continuity of care in Finn-
ish primary health care - a 14-year follow-up questionnaire study. BMC 
Fam Pract 2014;15(1)98.
 17. Terveyden ja hyvinvoinnin laitos (THL). Hoitoonpääsy perusterveyden-
huollossa 2013. http://www.thl.ﬁ/ﬁ/tilas tot/tiedo nkeru ut/hoito onpaa 
sy-perus terve ydenh uollo ssa. Accessed 1 Nov 2014.
 18. Suomen Lääkäriliitto - uutiset. Finnish Medical Association—news. http://
www.laaka rilii tto.ﬁ/uutis et/ajank ohtai sta/pitka t-jonot -terve yskes kuksi 
in-edell een-ongel mana/. Accessed 12 Mar 2015.
 19. Ferro A, Kristiansson PMD. Ecology of medical care in a publicly funded 
health care system: a registry study in Sweden. Scand J Prim Health Care. 
2011;29(3):187–92.
 20. Paddison C, Elliott M, Parker R, Staetsky L, Lyratzopoulos G, Campbell JL, 
Roland M. Should measures of patient experience in primary care be 
adjusted for case mix? Evidence from the English General Practice Patient 
Survey. BMJ Qual Saf. 2012;21(8):634–40.
 21. Virtanen P, Kivimäki M, Vahtera J, Koskenvuo M. Employment status and 
diﬀerences in the one-year coverage of physician visits: diﬀerent needs or 
unequal access to services? BMC Health Serv Res. 2006;6:1–11.
 22. Van Doorslaer E, Wagstaﬀ A, Van Der Burg H, Christiansen T, De Graeve D, 
Duchesne I, et al. Equity in the delivery of health care in Europe and the 
US. J Health Econ 2000;19(5):553–83.
 23. Van Doorslaer E, Masseria C, Koolman X. Inequalities in access to medical 
care by income in developed countries. CMAJ 2006;174(2):177–83.
 24. Lember M, Kosunen E, Boerma W. Task proﬁles of district doctors in 
Estonia and general practitioners in Finland. Scand J Prim Health Care. 
1998;16(1):56–62.
 25. Papp R, Borbas I, Dobos E, Bredehorst M, Jaruseviciene L, Vehko T, Balogh 
S. Perceptions of quality in primary health care: perspectives of patients 
and professionals based on focus group discussions. BMC Fam Pract. 
2014;15(1):128.
 26. Groenewegen PP, Greß S, Schäfer W: General Practitioners’ Participa-
tion in a Large, Multicountry Combined General Practitioner-Patient 
Survey: Recruitment Procedures and Participation Rate. Int J of Fam Med. 
2016;4929432. https ://doi.org/10.1155/2016/49294 32.
 27. Terveyden ja hyvinvoinnin laitos, (THL). Perusterveydenhuolto 2013; 
Primärvård 2013; Primary health care services 2013. Accessed ISSN: 1798-
0887; Tilastoraportti - Statistikrapport - Statistical report. Available at: 
http://urn.ﬁ/URN:NBN:ﬁ-fe201 41118 46346 
